having lost some of their acquired immunity to malaria. This suggests that there may be some genetic advantage in this ethnic group. When chemoprophylaxis was taken the proportions with severe 
phylaxis was taken the proportions with severe and mild malaria were almost equal in white people and Africans. Severe malaria was associated with a shorter duration of symptoms before presentation than mild malaria, suggesting that a severe attack of malaria may be essentially different from a mild attack and not merely a mild attack in which the symptoms have been neglected or ignored. This in turn may reflect different host-parasite interactions. It is of interest that surveys of fatalities have highlighted late diagnosis, as distinct from late presentation, as a major factor contributing to death. 8 A greater proportion of patients taking chemoprophylaxis presented after a week or longer of symptoms, which could mean that their symptoms were initially milder. The highest proportion of severe to mild malaria was seen in southern and central and east Africa, but this was accounted for by the fact that this was the area predominantly visited by white people. Though severe malaria was relatively less commonly acquired in west Africa, this was due to the fact that most travellers to or from this region were Africans either visiting relatives in the United Kingdom or living in the United Kingdom and visiting relatives in west Africa. A greater proportion of women acquired severe malaria but women within the severe group had a lower uptake of chemoprophylaxis than men. Within the mild group there was no difference in the proportion of men and women taking chemoprophylaxis. A larger, prospective study would be needed to assess and confirm the results of our study.
Particularly worthy of further study are the risk of severe malaria in different endemic areas, the effects of full versus partial drug compliance, and a comparison of different prophylactic regimens.
The finding that in many cases apparent failure of chemoprophylaxis is, rather, a partial success should enhance the confidence which both doctors and travellers alike may place in antimalarial prophylaxis. 
Methods
The study was conducted over 31 days (29 January to 28 February 1991) and a review of audit data showed that workload was comparable with that in previous months. The unit was divided into five areas to study use of resources: the ward, the operating theatre, the day surgery unit, outpatients, and investigations.
Most of the data required were already collected, manually or on computer, by the hospital so prospective data collection was unnecessary. Some laboratories with advanced costing systems could derive a bill for each consultant. For other areas Korner data, budgets, payroll information, and hospital price lists were used to derive costs.
Use of equipment and materials was determined from budget statements. Assessing each item separately, as done in my previous study,' was considered too time consuming for the small costs incurred. More time was spent accounting for staff use. Staff costs were apportioned according to the amount of time spent working in the unit. Workload and patient information were available from computerised audit and the hospital's case mix system. The medical team comprised two consultants, four junior staff, two clinical assistants, and two secretaries. The total salary cost was £19 130 for the month, each salary was then apportioned to the five clinical areas by time spent. Pay for on call work was assigned to inpatient costs and secretarial costs to outpatients, where the secretaries worked exclusively. Thus separate medical staff costs were obtained for each clinical area. Overheads were included in each clinical area to account for shared services, as were capital charges (table I) . Results A total of 3447 women delivered mature singleton infants presenting by the breech. This represented nearly 3% of the total births in the study period. Of these, 1457 (42%) were delivered by elective caesarean section before the onset of labour, 1029 (30%) by emergency caesarean section in labour, and 961 (28%) vaginally. After we excluded antepartum stillbirths (11) and deaths associated with congenital anomalies (4) there were four intrapartum and four neonatal deaths in the group managed by vaginal delivery, an incidence of 0-83%. In the 2486 cases delivered by caesarean section there was only one neonatal death of a normally formed infant, an incidence of 0 03% (relative risk 20, 95% confidence interval 2-5 to 163), and three further perinatal deaths associated with congenital abnormality. In the same period, after antepartum stillbirths and those fetuses with congenital abnormalities were excluded, there were 77 intrapartum and neonatal deaths ofmature singleton fetuses presenting cephalically and delivered vaginally, an incidence of 0-08% (77 of 93 602).
The mean birth weights of the breech fetuses delivered vaginally, by emergency caesarean section, and by elective caesarean section were 3169 g, 3294 g, and 3290 g respectively. The table gives 4 per 1000.5 The same figure was reached after analyses of two large obstetric databases67 and agrees with our own findings. These database studies, however, excluded stillbirths and so may have underestimated the risks of vaginal breech delivery. Our data suggest that the total risk of intrapartum and neonatal loss in normally formed
